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EDITORIAL 

COLIN DRUMMOND 

It's 'Safe, sensible, social' 
down on the farm 

Veterans of the 2004 Alcohol 
Harm Reduction Strategy for 
England will recall the process by 
which it was developed that 
passed for “consultation”. A 
group of “stakeholders”, 
including of course the alcohol 
industry, is invited to a series of 
meetings and “consultation 
events” at which senior civil 
servants do colourful powerpoint 
presentations on “what might be 
in the strategy, but probably 
won’t, because we are still 
scoping the issue, and of course 
it will all have to be agreed with 
ministers across departments, 
and Number 10, and so could 
change considerably, so you will 
understand this is totally 
confidential at this stage, but 
your views are important in 
shaping the emergent strategy So 
what do you feel about the 
strategy?” they ask. “I think I 
would like to see a draft, consult 
colleagues, and provide written 
comments,” I reply. “Oh, no time 
for that, you know, Whitehall, 
speed of change, progress and all 
that.” 

So post-it notes on how the 
page 2, column 3 




CAPITAL BIDDING 


Where did the £55m go? 


Tom Phillips, SCAN policy advisor, 
reviews the Capital Allocation Awards 
for the development of residential 
addiction treatment. 

Last year the specialty was given a long- 
awaited opportunity to develop its much- 
needed residential treatment (Tier 4) 
provision across England. The Department 
of Health announced a capital development 
programme for inpatient and residential 
rehabilitation substance misuse (drug and 
alcohol) services 2007/08 and 2008/09 1 , with 
a total available fund of £54.9m. The 
allocated spend and processes employed 
raise a number of interesting questions. 

In 2005 the NTA needs assessment of 
Tier 4 provision 2 stated that significant 
expansion in both inpatient treatment and 
residential rehabilitation was needed. To 
address gaps in service provision and meet 
overall demand for 2007/08 it was 
recommended that the overall planning of 
Tier 4 services must be co-ordinated by the 
NTA. These recommendations were made 
following analysis of epidemiological data 
and survey data from inpatient units, 
residential rehabilitation services, 
commissioners and users. 

The needs assessment identified that 
there were large regional variations in the 
availability of Tier 4 provision, with London 
being best served but needing a 42% 


increase in Tier 4 provision to meet demand. 
This compared with Yorkshire and Humber 
which was estimated to need an 809% 
increase and East Midlands, with the lowest 
level of service utilisation, requiring a 631% 
increase. 

Regional Forums submitted shortlisted 
applications to a national panel, which would 
agree how the £55m was to be spent. The 
aims of this process were to: 

■ Increase capacity within Tier 4 services 
(drug and alcohol) 

■ Improve outcomes for individuals 
accessing Tier 4 services (drug and alcohol) 

As a co-author of the ANARP 3 report, and 
with a particular interest in service 
development utilising needs assessment, I 
was reassured that the capital bidding 
process identified that the award of this large 
sum placed needs assessment at the heart of 
the planning process. The DH specifically 
stated that needs assessment data from the 
Tier 4 and ANARP projects would inform the 
decision. Emphasis was also placed on how 
proposals would address gaps and the 
prioritisation identified by the Regional 
Forums. 

The money was to be allocated for the 
refurbishment of existing facilities and/or the 
building of new provision and/or 
the re-modeling of provision. 

page 2, column 1 


I See Colin Bradbury’s article on page 14 
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CAPITAL BIDDING / CONTINUED 


EDITORIAL / CONTINUED 


Where did the £55 million go? 


safe, sensible, social 


Notably revenue costs were not to be 
funded through these awards, identifying 
that any new development would have to 
find revenue costs to be sustainable. As 
revenue costs, more often than not, relied 
on existing provision being in place, areas 
without existing Tier 4 services may be 
disadvantaged unless significant new 
revenue could be identified. (Clearly, regions 
with limited Tier 4 activity have lower levels 
of provision, less revenue attached to Tier 4 
services, but of course the greatest need for 
development.) 

The announcement of the capital awards 
in February 2007 5 showed £54.3m awarded 
across the regions of England for the 
development of Tier 4 provision (inpatient 
provision, residential rehabilitation or 
supported housing projects). London 
received 31% of the total, with almost £17m 
being allocated across 12 developments. SW 
region received £11.5m (21%), including the 
single largest investment of £8m for HMP 
Eastwood Park. Although having 
considerable need for expansion, the East 
Midlands received the lowest proportion of 
the capital spend (3%). 

To help understand the relationship 
between activity, need and allocation, the 
regional awards can be compared with 
regional Tier 4 activity as recorded by 
NDTMS and the recommend increase 
identified by Best et al (2005). ANARP also 
described the numbers accessing treatment 
and the gap between the regional 
prevalence of alcohol dependence and 
service utilisation with nationally 1 in 18 in 
need of treatment accessing services. Large 
regional variations were observed, with the 
North West obtaining the highest rate of 
service utilization (1 in 12) compared to 
North East with the lowest with 1 in 102 
accessing treatment (see table below). An 
analysis revealed there was no significant 
correlation between new regional capital 
allocation and the needed increase for tier 4 


provision, regional service activity (ANARP) 
or ANARP gap analysis. There was however, a 
significant correlation between regional 
capital spend and Tier 4 activity recorded on 
NDTMS (Pearson Correlation 0.67, p=0.05). 
This could be partly explained by the 
constraints placed on the bidding process in 
relation to revenue costs, suggesting that 
investment was allocated to areas with the 
greatest existing services and activity. 
Therefore, more money was allocated to 
regions where there were established care 
pathways to tier 4 services and recognised 
demand for services. Those regions where 
activity and actual demand for tier 4 
provision was low received a smaller slice of 
the pie. 

However, it may also be the case that 
bids from these areas were not sufficiently 
competitive, or perhaps fewer or no bids 
were received. We may never know the 
reasons for this. Yet reducing the regional 
variation in the gap between need for and 
access to Tier 4 services remain a challenge 
for both providers and commissioners. 

Tom Phillips SCAN policy advisor 
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Tier 4 Capital spend allocation, Tier 4 activity, estimated need for tier 4 provision and ANARP service activity & gap 
analysis by government office region 


V Clients in T4 Overall Increase ANARP Number ANARP Capital dev. 

according to NDTMS 2 Required (%) 2 of clients treated 3 PSUR 3 spend 5 


York. & Humber 

338 

809 

3,566 

46 

£2,903,000 

East Midlands 

239 

631 

2,724 

16 

£1,677,000 

West Midlands 

877 

183 

8,277 

15 

£8,230,000 

East of England 

715 

141 

3,069 

■ 31.1 

£3,143,000. 

North West 

2,207 

140 

12,323 

. 12 . 

£2,880,000 

South East 

.976 

.129. 

9,069. 

. 20 . 

£ 2 , 266,666 . 

North East 

590 

125 

818 

102 

£4,800,000 

South West 

1,147 

116 

6,657 

14 

£11,500,000 

London 

.2,979 

42 

16,424 

^ 13 

1 £16,958,000 

Ofofal^* 

10,068 

144 

62,927 

18 

£54,291,000 



stakeholders feel are handed over 
from the group exercises, “to be 
incorporated.” 

Then several months go by 
without a dicky bird, until one day 
in 2004, a phone call from the 
ministry: “Hi. The strategy is being 
published tomorrow, so I thought I 
would walk you through what’s in 
it.” “Er, OK,” I reply. A 10 minute 
verbal presentation follows. At the 
end, “so how do you feel about 
what’s in the strategy? Oh and by 
the way we are not going to send 
you a copy till it’s published, and 
you mustn’t talk to the press or 
anyone until then. Totally 
confidential, you know. And, well, it 
could still change before 
tomorrow.” “How do I feel? I think I 
would like to see a copy before 
commenting on it,” I reply, 
intrigued by the request. What if I 
didn’t like it? Would they have 
binned (sorry, recycled) the 100,000 
copies they must have already 
printed, to incorporate my 



comments based on not having 
read it but having had a potted 
verbal summary. I don’t think so. 
Then when it is published, the 
content is as much of a revelation 
to those who have been involved as 
“stakeholders” as it would be to the 
man in the street. Any alcohol 
strategies with evidence of 
effectiveness were absent, those 
deemed acceptable to the alcohol 
industry were in. The post-it notes 
must have been binned, or, 
perhaps, as often happens, the 
adhesive dried up and they fell off 
the computer screen and ended up 
on the sole of someone’s shoe. But 
the main thing is, stakeholders were 
consulted. 

So plus ca change with the 
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arrival of Safe. Sensible. Social: 
Next steps in the National Alcohol 
Strategy (2007). Against a 
background of worsening statistics 
on alcohol related morbidity and 
mortality and heightened public 
concern about the problems 
associated with binge drinking and 
alcohol related disorder since the 
arrival of AHRSE, one had hoped 
the next steps would involve some 
new direction of policy towards 
something with an evidence base 
behind it. But sadly SSS is really 
just more of the same, with a few 
intriguing new twists. 

The title itself portends a warm 
afterglow of sociable imbibing. The 
document is illustrated with 
abstract art of fit young people 
enjoying alcohol responsibly 
interspersed with pictures of more 
fit young people playing music, 
football and scuba diving. The 
alcohol industry could not have 
done a better job of juxtaposing 
mixed messages: does alcohol 
improve your ball skills? Do 
drinkers dive deeper? Now I’m 
confused. No, the problem still lies 
with a minority of excessive 
drinkers who spoil it for everyone 
else, as the ministerial foreword 
tells us: “We believe that we can 
make our country a healthier, safer 
place to live, but only if we all pull 
together, and change the way some 
of us drink.” Move over Charles 
Bronson. 

So what is the minority group 
this revised strategy is targeted at? 
Some definitions are provided on 
page 3. Pregnant women or those 
trying to conceive are now advised 
to avoid drinking alcohol. But also, 
confusingly, if they choose to drink 
it should not exceed 1-2 units once 
or twice a week. The advice must 
have been developed by a divided 
committee. For the rest of us the 
daily “sensible drinking” advice 


"A problem redefined is a problem quartered." 

- y. 
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remains the same, but gone are the 
weekly sensible limits of 21 and 14 
units. Until now we have been 
concerned about hazardous and 
harmful drinkers (about 23% of the 
adult population drinking over 
21/14 units or more than 8 on the 
AUDIT questionnaire). However, 
now the target group is “harmful 
drinkers” defined as women 
exceeding 33 units a week and 
men exceeding 30 units a week. 
This change of emphasis has 
managed to narrow the scope of 
the alcohol strategy from 23% to 
about 5% of the adult population. 

A problem redefined is a problem 
quartered! And that’s one in the 
eye for anyone who thought we 
needed whole population 
measures to tackle alcohol 
problems. 

And there are to be more 
public information campaigns, 
more unit labelling, industry 
partnerships, voluntary codes of 
practice for advertising and 
retailing and so on. And 
“sharpened criminal justice for 
drunken behaviour”, so young 
binge drinkers are still in there as a 
target group. All of them low 
impact strategies according to the 
evidence base. So is there anything 
new in it that is likely to have a 
high impact? 

One step forward is having 
some targets to reduce alcohol 
related criminal behaviour, and 
health problems, including fewer 
accident and hospital admissions, 
and a reduction in the number of 
people drinking over 50/35 units 
per week. Although there are no 
specific targets or timescales 
attached to any of these measures 
apart from “a reduction”, they are 
intended to feed into local 
planning and commissioning 
through Local Strategic 
Partnerships or Local Area 
Agreement Partnerships, who will 
have responsibility for 
determining local need and the 
best ways of meeting it. 
Recognising alcohol is poorly 
resourced compared to weight 
loss or stop smoking services, 
more emphasis will be placed on 
providing information for harmful 
drinkers including helplines, 
internet guidance, self help and 
mutual aid. Also local Crime and 
Disorder Reduction Partnerships 




Colin Drummond 
SCAN lead 


The strategy is at: 
www.dh.gov. uk/en/Publicat 
ionsandstatistics/Publicati 
ons/PublicationsPolicyAnd 
Guidance/DH_075218 


“are expected to prepare strategic 
assessments and plans to identify 
and deliver local actions to 
address the key challenges facing 
their localities.” But what if 
alcohol is not seen as a key 
challenge? 

Although the revised strategy 
does not identify new money for 
treatment services, some 
incentives are identified: a new 
analysis shows that the 1M 
dependent drinkers nationally cost 
around £402M to the NHS per 
annum. And if £66M nationally 
was invested in alcohol treatment 
services for this population this 
would save £109M. In terms of 
brief interventions £28M 
investment would lead to a saving 
of £46M nationally. Also the 
National Audit Office “is 
considering carrying out a study 
into the provision of interventions 
and potential to reduce the 
burden of harmful drinking on the 
NHS.” But will any of this drive 
investment in services for people 
with alcohol dependence? 

There is not much comfort in 
here for anyone familiar with the 
evidence base on effective alcohol 
strategies. There is little in the way 
of concrete proposals on how to 
reduce the regional inequalities in 
alcohol treatment provision. 

Whole population measures such 
as taxation and availability are still 
not on the agenda, although there 
will be public consultation (yes, 
more consultation) on alcohol 
pricing and promotion. And now 
we have a form of creeping unit 
inflation: no matter how carefully 
this is presented, there is a risk 
that the public perception of this 
will be that 50 is the new 21, just 
as the 1995 revision of the 
guidance was interpreted by many 
as 28 being the new 21. Down on 
the farm if you keep repeating 
“four legs good, two legs 
bad” you might start to 
believe it. 
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INTERVIEW 


Addiction treatment: looking ahead 

Amy Wolstenholme, SCAN features editor talks to Dr Duncan Raistrick, Consultant 
Addiction Psychiatrist at the Leeds Addiction Unit, on his views about the addiction 
field. Amongst a wide range of research and clinical pioneering in the field over many 
years, Duncan was the lead author on the recent Review of evidence on the treatment 
of alcohol problems for the Department of Health. 


What initially drew you to the 
addiction field? 

Probably like many career moves it was 
by chance of circumstances. I started out 
training in general practice but when I 
came across general psychiatry I decided 
on a change of direction and went to the 
Maudsley I was at that career-choice 
stage of psychiatry training when I was 
working for Griffith Edwards - he was an 
inspiring person and I really liked the 
people that were working with him, 
including a group of interesting 
psychologists - so addiction it was. 

What are some of the more 
significant developments you have 
seen over the years, particularly in 
terms of differing approaches to 
alcohol and drugs? 

I would say the alcohol field has always 
had things that it can teach the drugs 
side, particularly in terms of the 
research evidence base. A lot of money 
has gone into drugs in recent times and 
alcohol has been neglected even 
though the cost to society is much 
greater. The simple reason is political 
expedience: it's unpopular to have a war 
on alcohol but a war on drugs is good 
rhetoric. It is not a politically smart 
move to take on the drinks industry - 
better to try and facilitate the business. 

I have some sympathy with that as the 
UK does have an excellent, world class 
drinks industry, bringing a huge amount 
of money to the exchequer, so 
politicians are going to be seriously 
ambivalent about experts calling for 
reductions of per capita consumption. 

Drug treatment has been caught up 
in policies that support criminal justice 
and public health objectives but at an 
individual level treatment has become 
harm reduction. We've gone through 
phases where enthusiastic prescribing 
of substitute drugs was seen to be a 
good idea. In the late 70s people said 
“hang on this isn't such a good idea: lots 
of people on substitute drugs and going 
nowhere” .. .hence a big swing back to 
abstinence, most famously happening 
in Glasgow, which Addiction gave a 


good account of - some thought that 
stopping substitute prescriptions didn't 
actually have a terribly bad effect on 
people, others thought the service 
users moved to Edinburgh! Anyway the 
fashion for substitute prescribing died, 
but returned with HIV and AIDS. 

My major criticism of current policy 
is that everything is about giving people 
high doses of methadone and there 
seems to be no greater vision. I would 
say that if that's all we aspire to for our 
service users, we probably shouldn't be 
doing the job. I think we should be 
looking for better, but there’s little 
support for that within drugs policy as it 
stands. So the history has been cyclical 
and it’s just a shame that policy makers 
don't look back on what's happened 
before, then maybe we wouldn't keep 
making the same mistakes, in particular 
we wouldn't be seduced by this nice 
idea that if we give heroin users a 
heroin substitute, everything will be 
fine. The effectiveness of treatment 
could be achieved at a pretty low cost, if 
we spent more time doing the things 
we know work. Tension exists here 
because the drugs field is Home Office 
driven whereas treatment agencies are 
interested in healthcare and moving 
individuals along - it might work better 
for all interventions to be Department 
of Health driven. 

The alcohol field is probably more 
interesting. Both alcohol and drugs 
services have grown from the 60s and 
early 70s when treatment was mainly 
residential or inpatient backed by either 
voluntary agencies or self help groups. 
In the late 70s and early 80s there was a 
big shift into developing community 
services, which have steadily grown. 
Alcohol community services now have a 
fairly healthy range of interventions 
including social networking, 
motivational treatment and integrated 
cognitive behavioural treatments 
whereas drugs remains dominated by 
opiate substitution. We’ve also 
broadened the range of people that we 
consider appropriate for treatment, 
looking at people who present with 


A big 
attraction 
of the 
subject is 
that it cuts 
across 
every 
specialty 



hazardous or harmful levels of drinking 
- usually in primary care. Brief 
interventions were originally seen as 
something done opportunistically and 
developed specifically in primary care 
whereas for drugs we are still bickering 
about primary and secondary care roles. 

The government hasn’t done so 
much about alcohol, but I think it is 
creeping back up the political agenda. 
Its way of dealing with alcohol is to pick 
out some ‘baddies’ to have a go at - it 
used to be “alcoholics”, and now “binge 
drinkers”: a neat device for not blaming 
the drinks industry It’s really about 
crime reduction and preventing public 
nuisance - worthy objectives but only 
part of the story 

Looking ahead then, what are the 
positive opportunities? 

We need to get the field away from 
smothering micromanagement by 
government and government agencies. 

I think that’s a feature of the Tony Blair 
years that hasn’t proved very successful. 
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Given the amount of money that has 
been put into the health service and 
addictions, the micromanagement style 
of operation hasn’t delivered as much as 
it should have done. The field perhaps 
needs to assert itself in its own right and 
for that to be reflected in organisational 
terms. One of the big attractions of 
addiction is that it cuts across so many 
different areas: public health, social 
policy issues, every medical specialty 
every aspect of social care - equally it cuts 
across the basic and applied sciences. 
That makes it terribly interesting, but 
there’s also the danger that the field 
then has difficulty in finding a home and 
standing up for itself. So, we may see 
fairly soon that addiction healthcare 
organisations operate across bigger areas 
of the country which has long been the 
case in Australia or the United States -1 
don’t see addiction services remaining in 
mental health trusts. 

I have always been a big believer in 
treating alcohol and drugs together; for 
the bulk of the work we do, the sort of 


models that would apply for one 
substance would apply for any other 
substance. Apart from the specific 
pharmacotherapy, prevention models 
broadly speaking, have the same kind of 
principles underpinning them. 

I also quite like the way that SCAN 
has done a number of things - the 
consensus document on inpatient 
residential services was good, and it’s a 
good idea to produce products like that. 
Some things have worked well. SCAN 
has been an excellent model for what 
could happen in the future. SCAN is to 
some extent independent, but I’d like it 
to be more so rather than less. I would 
be concerned if there was any attempt to 
make SCAN less independent. 

Do you think the introduction of 
central driven guidelines, targets 
and tools help or hinder the 
process? 

All of these things can be useful. We 
have had too much imposed from 
above, which is not helpful because it 


stifles innovation. I wouldn’t entirely 
knock targets or tools, but aside from 
having too many, some haven’t been 
thought out. In fact if you phone 
NDTMS or the NTA it is often difficult to 
get an explanation of why a particular 
target exists, or what it is to be used for. 

I have sympathy with organisations such 
as the NTA and the DH who have to 
implement a political agenda, and to 
some extent I sympathise with the 
politicians who want some assurance of 
value for the money invested. However, 

I think that the burden of data collection 
has now become a problem in itself. 

The amount we have to collect is too 
much, collection distorts normal clinical 
practice, and I imagine one consequence 
will be that data quality will be less good 
and commitment to the process will 
decrease, which is unfortunate. Policy 
makers need to get a grip on data 
collection and reduce and consult on 
what is really important and what can go. 

In the case of Models of Care, the 
major flaw is that it doesn’t represent the 
way that service users want to access 
clinical services. It requires people to 
move around the system, and that’s 
what they don’t want to do. Apart from 
the disadvantages to service users, there 
are other problems from the providers’ 
point of view. It’s very limiting and 
deskilling to see just one kind of service 
user, particularly if these are the people 
least likely to get better. So there’s the 
problem of burnout and demoralisation, 
in addition to service users not liking it. I 
think we need a range of services that 
people can choose from, rather than a 
sort of hierarchy of services which is 
what Models of Care has created. It was 
a good first shot at optimising use of 
resources - time for a fresh look. 

Any thoughts about one thing that 
would make a difference in the 
future? 

I don’t think it is an accident that we’ve 
had huge amounts of money going into 
the public sector and yet staff are more 
demoralised and wanting to leave than 
ever before - that is across all disciplines. 
Something is wrong, and I think that it is 
the march of managerialism. Before 
managerialism, relationships and the 
professionalism of individuals and their 
teams was all important - now it is 
structures and targets and central dictats 
that matter. Obviously good 
management is essential - but to answer 
your question it might make a difference 
if those handed power also had 
legitimacy 


I would be 
concerned if 
there was 
any attempt 
to make 
SCAN less 
independent 
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THREE VIEWS 

An ethical dilemma involving access to treatment 


Scenario 

A consultant in an established community drug and alcohol team is 
becoming increasingly concerned about the care pathway for 
alcohol dependent patients referred and assessed by their service. 
The service is commissioned jointly by the Drug Action Team and 
the Primary Care Trust, and has limited treatment places available 
for those in need of treatment for alcohol dependence. As 
expected, the patients seen by the service have a wide variety of 
needs and require access to all the settings specified by Models of 
Care, including: outpatient clinics, structured interventions which 
are centre-based, and inpatient treatment facilities. The patients 
referred to the service with alcohol problems often experience 
severe alcohol withdrawal seizures and/or delirium tremens 
indicating the need for inpatient treatment to manage their 
withdrawal from alcohol. Care pathways for patients within the 
team are very different depending on the primary presenting 
problem. Historically there has been no local inpatient provision 
for the care of primary drug misuse or severe alcohol dependence. 
Over the years the DAT has block-purchased beds for primary drug 
misusers; whereas beds for severe alcohol-dependent patients are 
purchased on a case-by-case basis. The block purchase 


arrangement for the drug misusers has continued; however, the 
purchasing of inpatient beds for alcohol patients on a case-by-case 
basis appears to have dried up for some months. 

As a consequence, the community team continues to assess 
patients, placing ever more numbers of alcohol dependent 
patients on a waiting list for inpatient care which is not being 
commissioned by the PCT. The consultant is mindful that there are 
ethical considerations in screening and assessing patients’ needs 
without the necessary resources being available. Patients remain 
on the caseloads of clinicians with no progression in their care 
unless they are admitted as an emergency via accident and 
emergency. The consultant is considering using the beds 
dedicated to problematic drug users to resolve the clinical 
conundrum, knowingly going against commissioners’ wishes. 
Alternatively, the team is considering discharging patients in need 
of inpatient care back into the care of the GP within the PCT area, 
stating that there is no inpatient care pathway available. The 
consultant and the team are becoming increasingly frustrated and 
feel they are being forced to ration care on behalf of the 
commissioners as they have previously been able to offer a 
pathway to inpatient provision. 


II DR FRANCIS KEANEY, CONSULTANT IN ADDICTION PSYCHIATRY, SOUTH LONDON AND MAUDSLEY NHS FOUNDATION TRUST 

I would not support discrimination based on diagnosis 


I WOULD start by calling a meeting of the 
key clinicians and managers in the 
addiction service and have a strategic 
planning session with an agreed action 
timeline to address the issue of the lack of 
alcohol inpatient beds with the 
commissioners and the Primary Care Trust 
(PCT) at the end of the process. 

Part of this discussion would be around 
the frame “of getting our own house in 
order first”. We need to answer such 
questions as, are we making the best of our 
community alcohol treatment, do we have 
good clinical criteria for admissions, not 
admissions based on the key worker or 
client’s preferences, are we admitting too 
many clients anyway, can we safely detoxify 
more people with greater supervision in 
the community? Can we examine our own 
practice objectively first, as such a process 
will stop commissioners requiring us to do 
this when we discuss the lack of beds with 
them. Also a part of this process is looking 
at practice in adjacent areas, how are they 
managing, do they have different policies? 
The bottom line here is good in-house case 
management with, if possible, integrated 
care pathways for alcohol treatment and 
aftercare. 

The team’s solution of discharging 
patients in need of inpatient care back to 
their general practitioner (GP), stating that 
no inpatient alcohol care pathway is 
available, is problematic. It’s not working 
with colleagues in the ways that best serve 
patients’ interests. It may appear 
strategically to be useful in the hope that 
GPs will directly or indirectly influence the 


PCT, but it may be seen as passive- 
aggressive buck passing exercise, on to an 
already busy primary care service with 
maybe little or no interest in alcohol 
treatment. Many clients may not be 
engaged in primary care. Any potential to 
develop shared care may be damaged. 
Relatives and carers would also find this 
pillar-to-post approach confusing. 

Good data will help in future 
negotiations. When using beds designated 
for drug users for alcohol detoxification 
some alcohol patients may have drugs such 
as cocaine as a secondary drug of choice. 
Avoid re-branding these alcohol patients as 
primarily drug users for the purpose of bed 
access as distorted data will work against 
the service. Included in the data will be the 
alcohol case register outlining numbers 
triaged, referrals made to tiers 2 & 3, and 
numbers suitable for tier 4 services. 

Moving outside of the addiction service 
I would, with the team, organise meetings 
with colleagues from primary care, 
gastroenterology and Accident & 
Emergency and psychiatry (dual diagnosis). 
Other invited interested parties would be 
the bed managers of the medical and 
psychiatric services and the medical 
director of the PCT If there is a local 
alcohol coordinator then they should be 
invited also. 

As the trend now is towards spending 
of health resources being decided locally, 
canvassing the local politicians involved in 
the Joint Care Commissioning Group 
(which includes commissioners and the 
PCT) and the local Members of Parliament 


is not to be underestimated. 

I would have discussions with 
addiction colleagues elsewhere (through 
the Faculty of Addiction and SCAN) and see 
if consulting with the medical defence 
organisations, the National Treatment 
Agency and the British Medical Association 
would add further action points to the 
service strategic response plan. 

You and your team are now prepared 
for meetings with the commissioners and 
PCT members, include in your team 
representatives from your local alcohol 
users and carers group. A likely response is 
that the PCT has no money for alcohol 
inpatient beds. But you have come 
prepared. Each PCT receives money on an 
annual basis from a pot of £15m for alcohol 
from the Department of Health. Many 
PCTs have financial difficulty and this 
money is used to reduce their deficits. 
Some of this money which your local PCT 
receives can buy the required alcohol beds. 
Resolving this issue will take time and 
patience for any consultant and team. In 
the meantime I recommend doing the 
following: 

I would be following the duties of a 
doctor registered with the General Medical 
Council laid down in Good Medical 
Practice (2006) in a number of ways. I 
would be making the care of the patient 
my first concern. I would be working with 
colleagues in the ways that best serve the 
patients’ interests and not discriminating 
unfairly against alcohol patients. I would 
not be supporting discrimination based on 
diagnosis. 
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II DR MERVYN LONDON, CONSULTANT IN ADDICTION 
PSYCHIATRY, CAMBRIDGESHIRE AND PETERBOROUGH 
MENTAL HEALTH NHS TRUST 

At a clinical level it is 
unethical to pursue a 
pretence at treatment 

THIS dilemma has to be approached at both the commissioning 
and the clinical levels. The purchase of inpatient beds on a case 
by case basis is an obvious weakness and reflects the low priority 
given to alcohol misuse when the political imperative centres on 
drug misuse. It is of no surprise that in the current climate, 
commissioners under financial pressure may cut services to the 
most vulnerable who are in no position to protest or gain public 
sympathy This has been achieved through stealth because the 
cut in service has not been made explicit. The impression given 
from the scenario is that the clinicians have been left isolated by 
Trust management. In today’s NHS where consultants have lost 
any significant influence, for clinicians to carry the responsibility 
for a gap in service reflects a fudging of where true responsibility 
lies. The clinician can only exert what power he or she has - in 
this case to discharge the patient. This will make the cut explicit 
and managers and commissioners will not be able to shirk the 
issue. It is for senior managers in the Mental Health Trust to press 
the case and enlist the support of interested parties such as the 
Acute Trust and general practitioners. A good manager knows 
how to work the system. 

At a clinical level it is unethical to pursue a pretence at 
treatment. If patients who are drinking heavily require inpatient 
alcohol detoxification and are unable to benefit from other forms 
of therapy such as counselling or key working, then it is wrong to 
continue to offer an ineffective clinical intervention. It deceives 
patients, for even if you explain this to them, the act of seeing 
them implies treatment. Requiring members of the clinical team 
to remain unproductively involved with clients, not only 
undermines the team but also reflects a failure of leadership. 
These patients should be carefully assessed to determine if 
alternatives to inpatient detoxification are feasible. A past history 
of fits is not always a contraindication to community 
detoxification. Once it is clarified that no other options are 
appropriate, then it is not ethical to put them on a waiting list 
with no prospect of treatment. These patients should be 
discharged back to the GP with the recommendation that 
inpatient detoxification is required but that the service cannot 
offer this treatment. Responsibility clearly lies with the Health 
Commissioners and retaining them on a waiting list merely 
absolves commissioners of immediate responsibility Should the 
PCT and DAT be so thick skinned as to continue to ignore this 
service gap, then one could consider using beds designated for 
drug dependent patients. One’s duty as a doctor to individual 
patients overrides any bureaucratic responsibility and it would be 
wrong to deny these patients treatment indefinitely 

Once upon a time one would have discussed this with the 
Director of Public Health - a doctor with the power and 
commitment to address gaps in services. In today’s fragmented 
NHS, commissioners and managers are more concerned with the 
business case. The planned health economy based on need is 
being replaced by the buying and selling of services. Perhaps this 
is the unkindest unethical cut of all. 


II HUGO LUCK, QUALITY MANAGER, 
AGENCY FOR SUBSTANCE MISUSE 


It takes two. 


ON the face of it one can 
empathise with the provider, who 
appears in an impossible position. 
Such bureaucratic barriers to the 
delivery of treatment and care 
must be particularly galling when 
there is spare capacity crying out 
to be utilized. As we all know, 
commissioners can be faceless 
bureaucrats with only targets on 
their mind, and could never 
contemplate responding to actual 
patient need when there are NTA 
and Department of Health 
directives to be followed. 

.. .and yet. To me, something 
about this scenario suggests 
learned helplessness. Are the 
consultant, service manager, and 
staff really so powerless? The 
block contract appears to be set in 
stone, with no regular monitoring 
in place to check progress and 
make changes where necessary 
This is both bad practice and a 
missed opportunity for improved 
communication. It would be 
interesting to know why the 
commissioner wants to maintain 
capacity for drug services which 
are being underutilized. The 
suggestion is that this is due to 
pooled budget (APTB) 
fundamentalism. It is true that 
the APTB cannot be used for 
treatment of primary alcohol 
users. As much, if not more, 
mainstream PCT binding 
supports alcohol and drugs 
services across most of the 
country. Is there really no 
flexibility within the overall 
service budget to meet the needs 
of patients through the genuine 
joint commissioning of services? 

If I were the commissioner, I 
would be very concerned if local 
clinicians felt “frustrated and 
confused”. Commissioning 
decisions and their implications 
for treatment delivery should be 
made transparently and involve all 
parties at as early a stage as 
possible. Commissioning is a 
process, not a punishment. I’d 
suggest that just as users can be 


THE NATIONAL TREATMENT 


unsure about the goals of their 
treatment and are not fully 
involved as active partners in 
treatment, (according to the 2004 
Audit Commission report on drug 
misuse), it appears in this case it is 
the provider who feels unclear 
about the goals of the 
commissioning process and are 
not involved in their creation. 
Commissioning therefore should 
not be ‘done’ to providers any 
more than treatment is ‘done’ by 
providers to patients. 

So how can this be resolved? 
Firstly, the ‘nuclear’ options of 
swamping primary care and/or 
going against the wishes of the 
commissioners should be avoided 
at all costs, however frustrated 
staff feel. Secondly, the 
temptation to offer a community 
based detoxification, even though 
the service users on the waiting 
list meet criteria for inpatient 
interventions, should also be 
resisted, as clinically 
inappropriate community 
interventions are contra-indicated 
if repeated too often. 

Finally, better commun¬ 
ication needs to come to the 
fore. Like it or not, a lack of 
constructive dialogue between 
commissioners and providers 
will have an adverse effect upon 
the services patients receive. The 
key for me in this scenario is to 
improve the provider - 
commissioner relationship. I 
would want to establish why the 
commissioners have set up 
services as they are, and consider 
how they can be reconfigured to 
meet need. The commissioners 
need to recognise the 
importance of meaningful needs 
assessment and commission 
accordingly. In return, the 
provider (management and 
clinicians) needs to take an active 
part in the commissioning 
process to ensure that 
appropriate services are provided 
which readily adapt to changing 
needs of patients. 
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WHAT SHOULD WE BE 
DOING ABOUT OLDER 
PEOPLE’S DRUG PROBLEMS? 


Addiction services are seeing a rising 
number of older service users and this is 
reflected in national data. Those that 
operate an upper age limit are unable to 
take new referrals of older people and 
have the problem of referring on those 
who grow old in treatment. Services that 
are open to working with older people are 
increasingly aware of the new skills and 
collaborations required and the training 
needs of team members and colleagues. 

Social conventions of young and 
older people are changing, with fewer 
barriers, and some older people have 
more disposable income. The prevalence 
of drug use in the rising population of 
older people is likely to increase. 

Recent studies provide evidence of 
this trend, suggesting a doubling of over 
65 year old drug problem prevalence over 
the next 20 years based on projections 
from National Household Survey (US) and 
population trends 1 . 


How old is ‘old? 

Research in addictions has traditionally 
excluded older people. As a result there is 
a dearth of robust data. Studies that have 
been conducted vary in the age defined 
as older, and have tended to consider the 
younger definition of 55 years + to obtain 
larger study populations. 

Who should we see? 

Established substance users in 
maintenance treatment are getting older 
and others present with late onset 
problems. 

Alcohol is by far the commonest 
substance use followed by nicotine 
dependence. Relatively few have a new 
presentation with illicit drug use. A 
significant number are dependent on 
over-the-counter drugs and prescribed 
medicines, notably women who are 
dependent on benzodiazepines or opiates 
originally prescribed for pain. The 
prevalence of illicit drug problems in the 
older population is around 0.196. Lack of 
recognition is probably gives rise to an 
underestimate of the true scale of the 
problem. Rising prevalence of alcohol 
problems is likely to be reflected in illicit 
substance use. 

Prevalence is higher in certain 
populations, being up to 7196 in >65 year 
prison population. However, less than 1/3 
has ever received treatment 2 . Local 
figures show this trend, though data from 
earlier years maybe incomplete. 


Treatment users in rural/urban Norfolk 

Drug users 2003 04 05 06 07 

50-59 years 46 71 94 107 106 

60years+ 4 8 16 16 9 

Norfolk DMT 07 (excl alcohol as primary drug) 


Barriers to identification 

We began locally by auditing admission 
records in two functional acute psychiatric 
wards for older people where co¬ 
morbidity would be expected to yield a 
population with substance use problems. 
We also looked informally at issues of 
identification and barriers to referral. The 
medical and nursing admission notes 
were examined for evidence of drug or 
alcohol history 

Our study revealed fewer than half 
had documentation of any alcohol or drug 
history. Although 1596 had high mean 
corpuscular volume (MCV) levels 
suggesting possible alcohol use, no 
attempt appeared to have been made to 
revisit the history 

Absence of documented substance use 
history in admission notes 

■ 22 of 32 female patients (6996) 

■ 7 of 17 male patients (4196) 


■ 9 patients of these had MCV of 96-105; 
none with evidence of alcohol enquiry 

Junior medical and nursing staff had a low 
degree of suspicion when assessing older 
people and some doctors confessed to 
feeling uncomfortable asking such 
questions. It was evident that most did not 
have the skills or adequate knowledge to 
assess for substance use in elderly 
patients. Nursing staff were less likely to 
refer elderly people for specialist 
treatment. 

Responses included: 

■ Not being aware of specialist service 

■ Could give advice, but not professional 
advice as they lacked training. 

Atypical presentations, such as falls, 
confusion, and mental illness, make 
detection difficult but these can be used 
as prompts for enquiry Existing screening 
questionnaires may not apply to the 
elderly because of differing health 
characteristics. “Safe” levels of alcohol 
consumption in younger people may not 
apply to the elderly Older people are less 
likely to encounter legal and occupational 
complications, which commonly flag up 
concerns in the younger population. New 
ways of working and new skills are 
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required. There is little expertise or 
training for working with older people 
who have substance use problems, either 
in addictions, or psychiatric services for 
older people. Self-referral is not promoted 
to the older population; new approaches 
are needed and services must be ready to 
respond. 

What we know already: the needs of 
older people 

Physiological changes render older people 
less able to metabolise substances 
effectively Women are at greater risk for 
alcohol-related health problems as they 
age 3 . 

Modest use of substances can lead to 
intoxication and a significant impact on 
health and wellbeing. The elderly are 
more likely to be on medication for 
chronic pain and insomnia. Problems are 
often exacerbated by bereavement, 
poverty and isolation. One study found a 
significant increase of suicidality among 
older drinkers with depressive symptoms 
and low social support 4 . 

The same is likely to be true for drug 
users. In this age group, 92% of 
dependent use has more than five years’ 
duration. There is a 60% correlation 
between prescription drug misuse and 
previous or active alcohol dependence 5 . 
This association is likely to increase the 
prevalence of cognitive impairment in 
those with problematic drug use and to 
require specialist assessment and 
interventions. 

What is known to be effective? 

The evidence suggests that older people 
may respond to treatment at least as well 
as younger people 6 . Primary and specialty 
care providers can be trained to provide 
motivational brief alcohol interventions 
targeted to the older patient in a range of 
settings. Up to 60% of older at-risk 
drinkers may need more intense or 
innovative approaches 7 . 

Despite a third having co-morbid 
psychiatric disorders, older adults who 
receive elder-specific treatment attain 
positive outcomes across a range of 
outcome measures 8 . 

Similar assumptions may be 
appropriate in respect of drug users. In a 
study of methadone maintenance 
patients, approximately 6% of MMT were 
>55 years. Their characteristics were not 
different from younger patients in medical 
or psychiatric problems or employment 
and they did better in treatment than 
younger patients 9 . These findings were 
replicated in our local MMT patient 
population in 2006. 



What would a service look like? 

A rethink in approach needs to enable 
older people to access help without 
feeling inhibited or stigmatised. 

■ Specialised information readily 
available at points of access, including 
information regarding lowered 
tolerance to drugs and alcohol, 
psychological and physical morbidity 

■ Optimistic treatment, promoting harm 
reduction through use reduction. 

■ Community resources to deliver safe 
and effective interventions as locally as 
possible. 

■ Screening to address underlying/ 
associated health problems which can 
be a more acceptable approach to 
engaging older substance users. 

■ Care pathways for shared management 
with geriatric medicine, mental health, 
dementia services and pain clinics. 

■ Interventions to address social 
isolation, physical illness and 
psychiatric illness. 

■ Provision of psychology, social care & 
pharmacy services to facilitate effective 
management of complex needs. 

■ Psychological therapies would include 
brief interventions, motivational 
therapies and relapse prevention 
therapies, individually or in groups. 

■ Provision of alcohol and other 
substance detoxification in medical 
settings through collaborative 
arrangements. 

■ Maintenance prescribing for opiate 
dependence, and gradual withdrawal 
for OTC / prescription medicines. 

■ Capacity building in other services by 
training, shared care and support. 

■ Service users at the centre of focus to 
provide information/advice to peer 
group, feedback to the service and to 
foster links with relevant agencies 

■ Support for carers. 

■ Non-stigmatising routes to access via 
voluntary groups providing advice and 
signposting to appropriate services. 

What can we do? 

Commissioning by DAATs and PCTs could 
use generic funding such as Healthier 
Communities and Older People: Local 
Area Agreements, which could be 
exploited under Mental Health & 
Wellbeing category Reducing falls is a 
high profile PCT target. 

Commissioning of mental health 
services is targeting integration of >65 
years + <65 years. PCT commissioning 
of prison healthcare is now a reality and 
older prisoners’ needs remain neglected. 
Access to care should be equitable. 
Equity is clearly a problem currently 


Research is required to demonstrate the 
alcohol-attributable fraction of burden-of- 
disease-costs related to drug use, so that 
potential economic benefit of treatment 
can be utilised in commissioning. 

■ Local needs assessment: nature and 
prevalence 

■ Appropriate screening instruments 

■ Effective treatments in specialist, 
community, primary care and 
populations with special needs 

We need to teach and train health 
professionals at every opportunity, 
informal, case-based, and formal, to 
reduce prejudice and stigma and to 
improve detection and engagement in 
treatment. 


References 


1 Gfroerer J, Penne M, Pemberton M, Folsom R. 
Substance abuse treatment need among older 
adults in 2020: the impact of the aging baby- 
boom cohort. Drug Alcohol Depend. 2003; 
69(2): 127-135. 

2 Arndt et al. Older Offenders, Substance Abuse, 
and Treatment. Am. J. Geriatr. Psychiatry.2002; 
10:733-739. 

3 Blow FC & Barry KL. Use and Misuse of alcohol 
among older women. Alcohol Research and 
Health, (2002). 26(4): 308-15. 

4 Blow FC, Brockmann LM. Role of alcohol in late- 
life suicide. Alcoholism-Clinical and Experimental 
Research. 2004; 28(5 Suppl): 48S-56S. 

5 Jinks MJ, Raschko RR. A profile of alcohol and 
prescription drug abuse in a high-risk 
community-based elderly population. Annals of 
pharmacotherapy. 1990; 24(10): 971-5. 

6 McGrath A, Crome P, Crome IB. Substance 
misuse in the older population. Postgrad Med J 
2005;81:228-231. 

7 Blow FC, Barry KL. Older patients with at-risk 
and problem drinking patterns: new 
developments in brief interventions. Journal of 
Geriatric Psychiatry & Neurology. 2000; 13(3): 
115-123. 

8 Barry KL, Blow FC, et al. Elder-specific brief 
alcohol intervention: 3-month outcomes. 
Alcoholism, Clinical and Experimental Research. 
1998; 22:32A. 

9 Firoz S, Carlson G.Characteristics and Treatment 
Outcome of Older Methadone-Maintenance 
Patients. Am J Geriatr Psychiatry 2004; 12:539- 
541. 

10 Oslin DW. Treatment of late-life depression 
complicated by alcohol dependence. Am J 
Geriatr Psychiatry 2005; 13:491-500 


Acknowledgements 

Drs Ajay Wagle, Pravin Prabhakaran, Allan 
Kharbteng who undertook the local population 
studies. 



SCANbites | SUMMER 2007 9 






HOW TO GET STARTED IN RESEARCH 



HOW TO GET RESEARCH & DEVELOPMENT 
APPROVAL: WATCH THE APPRENTICE! 


Tom Phillips & Paolo Deluca 

T hose of you who are avid fans 
of the hit show The Apprentice 
will, no doubt, understand the 
merits of a suitably stiff 
challenge. Reflecting on our 
experience I would recommend that Sir 
Alan Sugar and the BBC producers 
consider obtaining R&D approval as a 
suitable task to test any candidate 
wishing to work in the higher echelons 
of business. Obtaining R&D approval is 
the final gateway to implementing the 
research protocol you have spent 
months, possibly years refining to obtain 
funding and ethical approval for your 
project. Without R&D approval from NHS 
trusts you cannot proceed with clinical 
research. 

Each trust has a duty, within the 
research governance framework, to 


consider its ability to participate in 
research projects, capacity for research 
activity in the service(s), implications on 
resources/targets, physical environment, 
training of NHS staff, honorary 
employment of research staff... the list 
goes on. 

One of the most formidable (R&D) 
challenges was co-ordinating the 
national prevalence survey of alcohol- 
related attendances at Accident and 
Emergency Departments (AEDs) in 
England 1 . The task was to recruit 36 
randomly selected National Health 
Service AEDs in England (4 per region) to 
undertake a simultaneous 24 hour survey 
of attendees. Having obtained 
Multi centre and Local Research Ethics 
Committee approvals, we needed to 
obtain R&D approval from all 36 NHS 
trusts, which was going to be difficult as 
each trust had different processes, 


committees, forms and time schedules. 
When undertaking a project you need to 
be aware that your study will present 
potential problems for NHS trusts; 
anticipating these can help minimise the 
stress and time-delays. Involving relevant 
and experienced NHS staff on your 
research team to help provide guidance 
on the implementation of the procedures 
may help identify potential problems and 
overcome them. For our project this 
meant that the project was to coincide 
with the introduction of the 4-hour 
waiting time target for AED, and 
additionally we were to recruit 130 
specialist alcohol workers from different 
NHS services (mainly Mental Health NHS 
Trusts) to be trained as Research Workers 
in AED. 

Firstly, as the key decision makers we 
engaged both the Chief Executives and 
lead Consultants for each AED/Trust 
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asking for their agreement to participate 
in the project "in principle". Mindful, 
that the 4 hour waiting time initiative 
might create anxiety for each AED we 
did not wish to apply to each R&D 
Department, filling out 36 forms, each 
up 57 pages long, just to be told they 
did not wish to be considered. Obtaining 
signed agreements in principle from the 
Chief Executive and AED Consultant 
helped in our discussions with R&D 
committees. Many AEDs asked for the 
research team to clarify the procedure 
but no AED withdrew because of 
concerns over the waiting time initiative. 
Working with the departments and 
conducting site visits reassured the AED 
and R&D departments and should be 
considered as part of the recruitment of 
sites. 

Honorary contracts 

The most difficult part of the process 
involved the deployment of Research 
Workers and how these workers would 
be indemnified and employed. Each 
Research Worker was required to obtain 
an Honorary Contract of Employment 
with each relevant AED Trust to ensure 
indemnity. Operating honorary NHS 
contracts protects patients/subjects, staff 
and organisations. This meant we had to 
directly work with the R&D office, AED 
and Human Resource (HR) department 
for each trust. 

Each HR department varied 
considerably in their requirements for the 
issue of honorary contracts for the 130 
workers including requests for variously: 
occupational health clearance, hepatitis 
vaccination. Criminal Records Bureau 
checks, chest x-rays, even though we 
were recruiting existing NHS staff on 
secondment to the project. 

When plotting timelines you do need 
to be mindful of the potential time and 
resources required in facilitating this 
process - the complexity of the project 
(i.e. multi-centred) brings added 
problems to be overcome. Our project 
was complicated by the need to set one 
date for all sites, whilst having to work 
with very different R&D processes. 

We were not able to set a date until 
we were confident that all approvals 
were in place, leaving enough time to 
obtain honorary contracts, and recruiting 
the project research workers to be 
available on a specific date. The "heat" 
created by these issues can be immense; 
we experienced R&D committees 
behaving like ethics committees, limited 
communication between managers and 
consultants and between lead 
consultants and their colleagues and 
staff, all of which needed intervention 
and resolution facilitated by the research 


team. The sheer amount of 
correspondence between the sites and 
the research team resulted in our IT 
department getting shirty as the server 
was becoming overwhelmed with emails 
and attachments. 

Research passport 

However, things might have now 
considerably improved since the launch 
of the Research Passport 2 in April this 
year, which should streamline 
bureaucracy and standardise practice 
across the NHS in issuing Honorary 
Research Contracts. Let's hope it has, 
because shortly we will put this new 
system to the test when we start R&D 
approval for three multi-centre cluster 
randomised clinical trials on Screening 
and Interventions Programme for 
Sensible Drinking (SIPS) in Primary Care, 
AEDs, and Criminal Justice settings. 
Indeed, we will seek 10 Research 
Passports to work across 57 research 
sites, possibly in as many as 12 PCTs and 
nine NHS Trusts. 

In essence, the Research Passport is a 
set of documents and an application 
form that university employed 
researchers, who need to carry out 
research in several NHS settings, 
complete to apply for an honorary 
research contract. When approved by 
one R&D office the Research Passport 
can be presented to other NHS 
organisations and each should quickly 
issue another honorary contract on the 
basis of the evidence provided in the 
approved Research Passport. 

In the previous AED study we 
recruited 32 AEDs and 116 Research 
Project workers to successfully complete 
the project. We were unable to recruit 
research workers for 2 AEDs and 
commenced the project with 34 AEDs. 
We lost two further AEDs on the day of 
the study; a duty manager refused to let 
research workers into one AED as they 
had not been informed of the project by 
the trust. The second site was lost as an 
on-call manager, also not briefed by the 
trust, suspended the project. 

Forms, forms, forms 

Although additional changes to the R&D 
application process may not help 
communication between managers, they 
may smooth the path for researchers. 
Most notably the merger of Part C of the 
Local Research Ethics Committee 
application form with the R&D 
application form in one document called 
Site-Specific Information (SSI) can be 
presented to apply to LRECs and to NHS 
R&D offices. Again reducing considerably 
the amount of paperwork. Some R&D 
offices are even taking this process to a 


higher level by establishing partnerships 
where they will be able to share 
submitted information. Consequently, 
once an R&D application and all 
additional documentation have been 
submitted to an R&D office, the 
information will be available to other 
R&D offices without the need for the 
researcher to resubmit the additional 
documentation. 

When working with R&D 
departments you need to have thorough 
knowledge of your own protocol and 
understand how this project will be 
operationalised. Ethical committees may 
comment on policies and procedures 
described in your protocol but they may 
not consider the micro-details involved in 
implementation. You will therefore need 
to work through the detail of procedures 
before contacting R&D departments. 
Those working with R&D committees 
need to be calm, exercise extreme 
patience, see problems as challenges to 
overcome, and yet have the tenacity of a 
Rottweiler with a leg of lamb. If Sir Alan 
should use the R&D application process 
as a task he should pick the person with 
these attributes. 


Tom Phillips is SCAN policy advisor and 
consultant nurse , and served his R&D 
governance "apprenticeship" on the 
national survey of alcohol related 
attendances at A&E departments. Dr 
Paolo Deluca is a Senior Research Fellow 
at St George's , University of London and 
programme manager for the National 
Alcohol Screening and Brief Intervention 
Research Programme (SIPS). 
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Development Forum is a network 
for those involved in planning and 
managing research in health and 
social care. 


...and you’ll need the 
tenacity of one of these 
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GUIDELINES 


UPDATED CLINICAL 
GUIDELINES OUT FOR 
CONSULTATION 


Steve Taylor, Clinical Guidelines 
Update Project Manager at the 
National Treatment Agency for 
Substance Misuse 


N ow available for 

consultation is a draft, 
updated version of the 
clinical guidelines for drug 
misuse treatment, with final 
publication scheduled for 
September. 

Drug Misuse and 
Dependence - Guidelines on 
Clinical Management: Update 
2007 is being developed by 
an independent expert 
working group commissioned 
by the Department of Health 
in England on behalf of the 
four UK health departments. 
The development is 
supported by the NTA, which 
is running the consultation 
process. 

Chair of the working 
group, Professor John Strang, 
gave us the headlines: "The 
working group has 
considered a vast range of 
subjects since it first met in 
2006. Just some of the 
subjects in which there have 
been important changes 
since 1999 include: 

■ Psychosocial aspects of 
care - although the 
Update, like the 1999 
Guidelines, will principally 
be a resource for those 
prescribing for drug 
misusers, it emphasises far 
more than in 1999 the 
range of activities that 
should surround and 
support prescribing: 
assessment, keyworking, 
psychosocial interventions, 
etc. 

■ Supervised consumption - 
the group has attempted 
to clarify the rationale and 
clinical decision-making 


behind timescales for 
supervised consumption 
and to get away from 
over-rigid interpretation 
(by commissioners and 
even NICE) of the three 
months suggested in 
1999. 

Injectable opioid treatment 
(IOT) - the group draws on 
the NTA's work to define 
requirements for IOT and 
the expectation that 
optimised oral opioid 
treatment should first be 
available. 

Non-medical prescribing - 
is an increasingly 
important source of 
prescribing for drug 
misusers and is covered in 
some detail. 

Opioid maintenance 
prescribing - is now 
explicitly covered as its role 


is more widely (and 
politically) accepted than 
in 1999 

Since the clinical guidelines 
were last updated in 1999, 
we have seen many 
important changes in the 
availability and nature of, and 
evidence base for, drug 
misuse treatment. 

The working group has 
tried to reflect these changes 
in the draft Update, but 
recognises there are still some 
aspects of clinical practice 
open to differing views. 

We are also aware that 
the balance and length of the 
sections of the consultation 
draft may not yet be right. 

The consultation provides 
an opportunity for expert 
comment on these and other 
aspects of the draft." 

Comments must be made 
on the pro forma provided 
and, where possible, should 
be submitted by 27 July 
2007. However, comments 
will continue to be accepted 
up until 31 August 2007, but 
not after this date. 


Guideline 

guidelines 

and yet more 
guidelines 



NALTREXONE FOR THE MANAGEMENT OF OPIOID DEPENDENCE: 


Dr Alison Lowe, Consultant in Addiction 
Psychiatry, Hertfordshire Partnership NHS Trust 


THIS technology appraisal guidance on 
naltrexone in opioid dependence was 
published in January 2007. It describes that it 
is 'delivering the view of the institute [NICE], 
which was arrived at after careful 
consideration of the evidence available.' and 
then stresses that it remains the responsibility 
of the healthcare professional to 'make 
decisions appropriate to the circumstances of 
the individual patient, in consultation with the 
patient and/or guardian or carer.' 

When you consult the website 
(www.nice.org.uk/guidance/TA115) there are 
several sections in the guidance targeted 
variously at healthcare professionals, patients, 
carers and the public (although the whole site 
is public), and (presumably to commissioners 
and trusts) a costing statement and a set of 
audit criteria. 

The contents of the guidance seem, in a 


clinical sense, and at face value, quite 
straightforward. The summary of the guidance 
reads: 

1. Naltrexone is recommended as a treatment 
option in detoxified formerly opioid- 
dependent people who are highly 
motivated to remain in an abstinence 
programme. 

2. Naltrexone should only be administered 
under adequate supervision to people who 
have been fully informed of the potential 
adverse effects of treatment. It should be 
given as part of a programme of supportive 
care. 

3. The effectiveness of naltrexone in 
preventing opioid misuse in people being 
treated should be reviewed regularly. 
Discontinuation of naltrexone treatment 
should be considered if there is evidence of 
such misuse. 

A section about clinical need and practice 
provides an overview of the UK treatment 
options, referring to the 2004 drugs strategy, 
and makes reference to psychosocial 
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METHADONE & 

BUBRENORPHINE 

FOR THE 

MANAGEMENT 

OF OPIATE 

DEPENDENCE: 

NEW NICE 

TECHNOLOGY 

APPRAISAL 

GUIDANCE 

Dr Sandy Swatkins, Consultant in 
Addiction Psychiatry, Dudley, 
West Midlands 

THE NICE appraisal guidance for 
maintenance treatment was 
released in January this year. 
Buprenorphine has been used 
extensively since Subutex was 
introduced 8 years ago. There is 
widespread belief among drug 
workers and doctors that 
buprenorphine is safer than 
methadone; that it can prevent 
"use on top"; and that it's easier 
to withdraw. But, at twice the 
cost of methadone, who should 
have it? Doubtless some harm 


Key points 

• Methadone and buprenorphine (oral formulations), using flexible dosing regimens, are recommended as options for 
maintenance therapy. 

• The decision about which drug to use should be made on a case by case basis, taking into account a number of factors. If 
both drugs are equally suitable, methadone should be prescribed as the first choice. 

• Methadone and buprenorphine should be administered daily, under supervision, for at least the first 3 months. Supervision 
should be relaxed only when the patient's compliance is assured. 


has been done to long-term 
methadone maintenance 
patients, encouraged to "switch 
to Subutex," as if it was as easy 
as changing your gas supplier, 
and just as beneficial. Guidance 
should, therefore, be welcomed. 
This Appraisal largely confirms 
common understanding of the 
safety issues, although, 
importantly, there is a lack of 
clear evidence that 
buprenorphine is safer with 
alcohol and in poly-drug 
combinations. It does not clearly 
support the other perceived 
advantages of buprenorphine. 

No evidence is offered regarding 
ease of withdrawal, and its cost, 
relative to methadone, is 
highlighted. 

Thus methadone is to remain the 


appropriate first choice where all 
other factors are equal. It is 
acknowledged that some 
patients cannot take 
methadone, and the issue of 
patient preference as a relevant 
factor is also recognised in the 
reference to "commitment to a 
particular management 
strategy." Retention in 
treatment could otherwise be 
compromised by a strict 
insistence on methadone for all. 
The limitations of the data 
available are clearly stated in the 
document: there are no UK 
studies, few community-based 
studies, most trials used fixed- 
dose designs which do not 
reflect current clinical practice, 
and the doses cover a wide 
range. In the recent Cochrane 


THE NICE TECHNOLOGY APPRAISAL GUIDANCE EXPLAINED 


interventions being needed. A technology 
section contains the pharmacological data and 
notes that three times a week dosing is an 
option. The evidence and interpretation, and 
implementation seem straightforward and 
unremarkable. What is apparent are the gaps 
in the evidence such as there not being any 
UK trials, despite this there are strangely no 
recommendations for further research. 
[Presumably such a recommendation would 
undermine the guidance if it was suggested 
non-UK data was not entirely applicable in the 
UK health setting- Ed.] The reader is then 
signposted towards other NICE guidance that 
is relevant, including the Methadone 
guidance. 

The costing statement attached suggests that 
the guidance will be cost neutral and the audit 
tool is a comprehensive example of its type. 
The impact of this guidance is related to its 
status as a NICE document which NHS trusts 
have to respond to. It purports to be definitive 
guidance when, in fact, the evidence is 
incomplete and a lot of the detail is left to 


'clinical judgement' or local decisions (by 
whom, is not stated). Perhaps the audit tool 
will raise awareness of naltrexone, and hence 
increases the prescribing costs to the NHS. At 
an annual cost of £510 per patient it is not 
hugely expensive. But if audited carefully and 
found not to be used as it is directed, there 
could be a bigger impact than predicted. 

It is worth remembering that the whole of this 
guidance is in the public domain and clinicians 
need to ensure that their practice will 
withstand the scrutiny this will bring. For 
example the audit tool asks whether suitable 
patients are getting this medication, how they 
are being supervised, is there fully informed 
and documented consent, awareness of side 
effects, are they part of a programme of 
supportive care, and having regular reviews 
and a written action plan of what to do if the 
patient consumes opiates. 

It is an impressive and wide ranging list, which 
will force some changes in clinical practice. 

But, perhaps it will also help us explain the 
need for specialist expertise in a complex field. 


review, buprenorphine doses 
range from 2-16mg, whereas 
Schering Plough state the 
adequate maintenance dose as 
12-24mg. 

The document states that there 
may be "some people who are 
less opioid dependent and are 
planning on becoming 
abstinent", for whom 
buprenorphine may be more 
suitable. However, reading David 
Best's recent research 
"Addiction careers and the 
natural history of change", I am 
persuaded that this group does 
not often present for 
maintenance treatment. 

Now that the latest Cochrane 
review shows no clear advantage 
to buprenorphine in terms of 
illicit use 'on top', one might 
conclude that the reduction in 
positive urine tests, seen when 
Subutex was first introduced, 
was due, at least in part, to 
previous inadequate methadone 
dosing. It might also have been 
related to meticulously 
supervised consumption of a 
novel treatment. The Guidance 
retains the "Orange Book" 
recommendation of at least 
three months supervised 
consumption for both drugs. 
Where are we, nationally, with 
supervised consumption? In the 
Health Care Commission/ NTA 
joint review: "Improving services 
for substance misuse," a 
benchmark of 70% supervised 
consumption for 3 or more days 
was set, to allow for flexibility in 
individual circumstances. 
However, the data they received 
showed that services were 
supervising all week, or not at 
all. There was no evidence that 
services were carrying out 
gradual relaxation of supervision 
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GUIDELINES CONTINUED 


CAPITAL BIDDING 


tailored to the individual. 

Most DATs will have a shortfall in 
supervised places, increasing pressure for 
clinicians to stop supervision early, rather 
than try to juggle a range of supervision 
regimes. In some services, patients will 
be started on unsupervised treatment, 
with a tightening of supervision when 
their compliance falters. This may be 
interpreted as punitive. 

To comply with the guidance we need to 
help DATs to plan sensible expansion of 
flexible regimes of supervised 
consumption, and to consider the need 
for training of staff in dose titration and 
monitoring of side effects. Too rapid, or 
carelessly monitored, titration could 
more easily lead to toxicity than self¬ 
administration, especially in poly-drug 
users. Many DATs are considering 
appointing a lead pharmacist for this 
patient group. Supervised consumption 
is a considerable deviation from the 
usual customer-pharmacist relationship, 
and its potential for anti-therapeutic 
complications has, I feel, been 
underestimated. 

It warrants additional professional 
support and training for pharmacists. 
Anecdotally, patients tell of breaches in 
confidentiality, discrimination, and poor 
standards of supervision in some retail 
pharmacy settings. Buprenorphine, in 
particular, is inconvenient to supervise. 
Although pharmacists are now paid 
higher fees than for methadone, this 
does not always translate into better 
care. 

The NICE guidance is helpful in that it 
confirms the effectiveness of both drugs 
for reducing heroin-related harm and 
retention in treatment. It makes a clear 
case for the superior cost effectiveness of 
methadone and allows the 
clinician to make case- 
by-case judgments 
based on safety 
and individual 
patient experience. It sets 
out the limitations in the 
research data, which do not 
derive from UK treatment 
settings. 

We need to improve the 
quality and efficiency of 
supervised consumption to 
justify its necessity to our 
patients. For this we need a 
healthy alliance with our 
pharmacist colleagues. 

a 



Capital funding for in-patient and 
residential rehab (tier 4) services 


Colin Bradbury, Treatment 
Delivery Manager, The National 
Treatment Agency for Substance 
Misuse 

On 21 June 2006 the Department 
of Health announced the capital 
development programme for in¬ 
patient and residential 
rehabilitation services (Tier 4). On 
28 July the NTA published the 
“Capital development programme 
for inpatient and residential 
rehabilitation substance misuse 
(drug and alcohol) services 
2007/08 and 2008/09.” 

Regional Forums were 
established in all Strategic Health 
Authority regions with key 
stakeholder membership. Each 
Regional Forum undertook an 
iterative process to agree gaps and 
priorities for the capital 
development of Tier 4 services. 
These were published on the NTA 
website and local drug and alcohol 
partnerships were invited to 
submit bids that addressed the 
priorities and met centrally set 
core criteria. Regional Forums 
assessed all bids received and 
submitted portfolios of prioritised 
bids to a cross-government 
National Panel for consideration. 

The National Panel received 76 
bids totalling £106 million. The 
National Panel recruited an 
independent consultant to score 
all bids using a matrix agreed by 
the cross-government Tier 4 group 
and make recommendations to 
the National Panel. The National 
Panel met in January 2007 and 
agreed funding allocations to 
SHAs and recommendations for 
spending based on the outcome of 
the strategic bidding process. 

■ The allocation will provide an 
additional 132 inpatient beds, 
142 residential beds and 183 
supported housing beds for 
substance misusers and 128 
beds for drug treatment in the 
prison estate. This 
approximately equates to an 
additional: 1,716 inpatient 


treatment episodes per year; 307 
residential rehabilitation 
episodes per year; 185 
supported housing for 
substance misusers placements 
per year; and 277 prison 
treatment episodes per year. 

■ Some developments are for 
remodelling of existing services 
to improve service outcomes 
and, as such, do not increase 
capacity 

■ Increasing access to these 
services is a key part of the 
Treatment Effectiveness Strategy 
in supporting substance 
misusers out of dependency 

■ The strategic bidding process 
was agreed through a cross¬ 
government group and 
administered through 9 
Regional Forums with the 
engagement of key stakeholders 
in setting priorities and 
assessing bids. 

■ The NTA will develop models of 
regional “cluster” 
commissioning of Tier 4 services 
and facilitate implementation 
during 2007/08. This will 
maximise the benefit of 
additional funding and ensure 
future sustainability of the 
sector. 


Another 132 inpatient beds 
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SPR CONFERENCE REPORT 


SCAN co-ordinator Amy 
Wolstenholme looks at the 
highlights of this year's SCAN 
conference for SpRs and newly- 
appointed consultants, 



Capacity 

audience, 

positive 

feedback 


Last month’s addiction psychiatry 
meeting for SpRs and newly-appointed 
consultants in Bath kicked off with a 
few last-minute changes - but all the 
more exciting for it! SCAN’s very own 
SpR in residence Dr Mohammad Faizal 
told the group of his experience in this 
role: very pertinent, as the SCAN SpR 
vacancy usually arises at this time of 
year. He outlined the work he has 
done with SCAN on his special interest 
sessions over the past year, as well as 
the tasks SCAN routinely undertakes to 
provide ongoing support to SpRs in 
addiction psychiatry 

Prof Fabrizio Schifano then 
presented a fascinating account of 
research on drug related deaths. He 
guided the audience through the 
functions of the National Programme 
on Substance Abuse Deaths and 
outlined those substances causing 
greatest concern, the 
reasons behind their 
fluctuating popularity, and 
consequent varying trends 
within society. This was 
entertainingly achieved by 
Fabrizio’s knack of 
exploring the perspective 
of the dealer and the user, 
and their desire to 
maximise income and 
minimise expenditure 
respectively. 

Dr Anne Lingford- 
Hughes maintained the 



buoyant mood ensuring that 
psychopharmacology of addiction and 
its treatment held delegates’ attention 
and was delivered in an easy to digest, 
informative manner. There were 
comments of pleasant surprise among 
delegates afterwards that such 
enjoyment could be gleaned from a 
subject expected to be more 
complicated and baffling. 

The Business meeting followed, 
providing SpRs with the usual 
opportunity to discuss issues 
concerning their group. Dr Sue Galea 
provided an update from the RCPsych 
Addictions Faculty Executive meetings, 
and I was afforded the chance to say a 
few words on behalf of SCAN, not least 
thanking Alyssa Armstrong for all her 
work on the conference registrations 
this year. The SpR Chair (for the 
Faculty of Addictions) gauntlet was 
formally handed over to Dr Billy Boland 
who won the web-based elections 
which took place before the event. 

Billy introduced himself, as well as 
outlining his aspirations for fulfilling 
the role during the coming year in 
serving the SpR network and 
reinvigorating the SpR web forum. We 
broke for the conference dinner - the 
superior quality of food being one of 
many reasons we were so pleased to 
return to this beautiful hotel in the 
atmospheric setting of Bath. 

The less than positive truth 

Proceedings in the morning 
commenced with Dr Michael Farrell’s 
frank account of what’s happening with 
Modernising Medical Careers. He 
explained the background of how this 
came about and the impact he felt it 
would have on trainee generations to 
come. He pulled no punches in telling 
the conference the less than positive 
truth of the matter. Questions about 
this issue had been brewing since the 
previous day, so appropriately he 
opened up the second half of the 
presentation to audience discussion, 
and was able to provide valuable 
advice. 

Dr Eilish Gilvarry then delighted 
delegates with her tales of Addictions in 
the GMC court, equipped with 
illustrative anecdotes and yet more 
sincere advice, learned from her own 
wide and varied experience. No trainee 
should doubt the importance of a 
“What not to wear” guide to being an 
effective expert witness. Aside from 
the more amusing details, the message 
was a serious one, and in particular the 


importance of preparing oneself for 
interrogation and questioning of 
professional integrity. In the same vein 
Dr Andrew Johns provided a guide to 
writing medico-legal reports, with a 
wonderful array of simplified legal 
jargon. Again delegates were 
entertained by snippets of real life 
situations, allowing Andrew to 
elaborate on how to survive cross- 
examination relatively unscathed. 

Dr John Dunn teamed up with his 
colleague of Camden and Islington, Dr 
Patrick French (HIV/Sexual Health lead 
consultant) for a thorough look at the 
main issues surrounding blood borne 
viruses, including Hepatology Services, 
testing and vaccination, and the 
epidemiology of Hepatitis B and C. Dr 
Ken Checinski encouraged more 
audience participation with his passion 
for the cause of user-carer involvement 
in approaches to treatment, 
highlighting its importance and the all¬ 
round benefits to be gained from 
maintaining an open dialogue with this 
group. 

The wisdom of Donald Rumsfeld 

Prof John Strang rounded things off 
perfectly with his experienced take on 
the world of addiction, choosing to use 
Donald Rumsfeld’s “only useful” sound 
bite, the ingenious “Known knowns, 
known unknowns and unknown 
unknowns”. His focus was where we’ve 
got to and what lies ahead in addiction 
treatment and research. Delegates 
benefited from humour as well as the 
inevitable but very apt lyric quotation 
for a parting shot about research - Bob 
Dylan gets everywhere these days. 

Thanks are especially due to our 
willing and enthusiastic chairs: Dr Billy 
Boland, fulfilling his first quest as SpR 
Chair; Dr Bhakhar Punukollu 
(Substance Misuse Services, CNWL) 
who stepped in enthusiastically for a 
packed Friday morning slot; and to Dr 
Liz Adams (Cornwall Partnership Trust), 
who rounded off proceedings superbly. 

As usual a capacity attendance and 
positive feedback have underpinned 
this event as an invaluable resource in 
supporting SpRs at this crucial point in 
their training, not least an excellent 
opportunity to network with peers and 
mentors alike, and hearing first hand 
about the pressing issues in the field of 
addiction psychiatry. SCAN are 
delighted to continue to coordinate 
such a rewarding event. 

Presentations are at 
www.scan. uk. net I conferences!... 
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Farewell to Tom Phillips 


Tom Phillips has been 
SCAN’s policy advisor since 
its inception in 2003. His 
enormous energy and 
enthusiasm has been a huge 
asset and he has left his mark 
on numerous SCAN products 
and initiatives. Tom combined 
attention to detail, 
inquisitiveness, and a hint of 
cynicism to create thought 
provoking journalism and 
rigorous research for SCAN. 

He has coped with weekly 
commuting from Lincolnshire 
for the last four years and it is 
time for SCAN to give him back 
to his family. Tom will be 
greatly missed by the team and 
the SCAN membership. We 
wish him all the best in his 
future career, and we are 
pleased for him that the 
change will free up more time 
for his research. 



Royal College 
of Psychiatrists 


wia 

National Treatment Agency 
for Substance Misuse 

SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the 
National Treatment Agency for 
Substance Misuse. 


Letter to the editor 

Sir, 

I read the article in the spring 
2007 SCANbites by Dr 
Deborah Zador with interest. 

Her conclusion that 
whatever Royal College you 
are a member of, or whatever 
the job title - if you are a 
specialist in treating people 
with addictions, the job is 
basically the same. 

I think this would be a 
very interesting topic to debate 
- particularly as it has 
important implications in 
working together to help these 
people effectively. 

From my own point of 
view -1 am a member of both 
the RCPsych and the RCGP and 
I am a GP treating a significant 
number of people in shared 
care, but I am also the unit 
doctor at an inpatient drug 
and alcohol treatment centre. 

I read publications both 
from SCAN and the SMMGP - 


and the more I think about it, 
the more I believe there is a lot 
more that could be done to 
draw the different professional 
groupings together onto our 
extensive common ground. 

The danger is that at present 
we could be fragmented and 
blinkered in our approaches 
without learning from each 
other. This can lead to poorer 
services than we would wish. 

I know work has been 
started to build relationships 
between people and I believe 
that more can be done - Dr 
Zador's article is an example of 
that. 

Currently, I have a foot in 
both camps -1 would prefer 
not to be stretching quite as 
much. 

Yours sincerely, 

Dr Joss Bray 

MRCPsych, MRCGP, GP - 
Birtley, Gateshead. Unit 
Medical Officer - Huntercombe 
Centre, Sunderland 


SSA symposium themes set 

The Society for the Study of Addiction’s annual Symposium will be 
held at the Park Inn in York, on Thursday 13 and Friday 16 
November this year. 

Conference themes will be ‘Theory, policy and treatment in 
addictions: how are they related?’ and ‘What are the new 
developments in addictions treatments?’ 

Speakers include: Kypros Kypri, Pal Kraft, Anja Koski-Jannes, 

Nancy Petry, Robert West, Richard Hammersley, Elizabeth Murray, 
Simon Coulton, Kim Hoppes, Adrian Bonner, Antoni Gual i Sole, 
John Cunningham and Peter Selby. 

More details/application forms are available from: 

Society for the Study of Addiction, Leeds Addiction Unit, The 
Coach House, 19 Springfield Mount, Leeds LS2 9NG | Phone/fax: 
+44 (0) 113 295 2787 | Email: graham.hunt@leedsmh.nhs.uk | 
Website: www.addiction-ssa.org 
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SCAN Annual Conference '07 

We are delighted to be returning to 
the Radisson SAS hotel, Manchester 
Airport for our Annual Conference, 
due to popular demand. Last year 
the venue provided a modern and 
spacious environment for the event 
and additional meetings, as well as 
being easily accessed by delegates 
from all over the UK. This year the 
theme will be “Investing in the 
future - building on strength”. The 
programme is in its final stages of 
development, and as ever, offers an 
informative mix of clinical issues, as 
well as covering guidelines, 
initiatives and policy, maintaining 
emphasis on the practical. 

Due to plentiful requests, we 
have also agreed to open up the 
conference beyond SCAN members 
this year to clinicians outwith 
psychiatry, with a particular interest 
in addiction. We look forward to 
welcoming you to in September. 

SCAN National Conference 2007 
25-26 Sept RadissonSAS Hotel, 
Manchester Airport Contact: Amy 
Wolstenholme, SCAN Coordinator 
Tel:+44 (0)20 7261 8728 
scan@nta-nhs.org.uk 

OTHER NATIONAL EVENTS 

Alcohol - Back on the Agenda 
10-14 September 2007 
University of Kent 

Contact: summerschool@kent.ac.uk 
Tel:+ (0) 1227 824090 

SSA Annual Symposium 2007 
15-16 November 2007 
York Moat House 
Contact: Graham Hunt 
Tel:+44 (0) 113 295 2787 
Graham.hunt@leedsmh.nhs.uk 

Reducing the Harm Caused by Alcohol: a 

co-ordinated European response 

13 November 2007 

Royal College of Physicians 

conferences@rcplondon.ac.uk 

Tel:+44 (0) 20 7935 1174 

ext 436/300/252 
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